. Jonathan Hutchinson (1828 Hutchinson ( -1913 College of Surgeons, was in effect a clinical polymath. He was surgeon to the Moorfields Eye Hospital and to the Blackfriars Hospital for Diseases of the Skin. As a syphilologist, he is commemorated in the eponyms 'Hutchinson's teeth' and 'Hutchinson's triad' for signs of congenital syphilis.
In January 1869 Hutchinson saw John W, a 58-year-old coal-wharf worker, at the Blackfriars Hospital for Diseases of the Skin. The account of the case published in 1878 has the title 'Anomalous Disease of Skin of Fingers, etc. (Papillary Psoriasis?)', with the page heading 'Case of Livid Papillary Psoriasis'. As I shall indicate later, Hutchinson does not seem at any time to have related it in any way to his later description of Mortimer's malady, or to that of lupus pernio by Besnier. John W was complaining of 'a number of peculiar patches of dark purplish colour on his extremities'; he was otherwise in good health, apart from 'having suffered much from gout'. The patches had been present for 2 years, and had been unchanged under treatment for 12 months. The treatment is of some interest: 'he took at different times colchicum and magnesia, arsenic, acid iron mixture, iodide of potassium, and simple alkaline mixture. No special local treatment was adopted, only an ointment of lead and mercury being ordered'. The patches were abruptly margined, a good deal elevated and smooth. On the hand, of which a drawing was published, there were patches on the middle finger, in the cleft between the middle and ring fingers, and on the dorsum. There were patches of very similar character, but with less thickening, on the front of the left tibia. Hutchinson noted that the dark purple colour was 'dependent partly on venous congestion and partly upon deposit of colouring matter in the tissues', since the colour of the central part was unchanged by pressure. Almost all thickening disappeared under pressure, indicating that it was partly due to oedema. John W died 6 years after Hutchinson saw him, and a footnote records that from what the widow told Huchinson, 'death was probably due to bladder and kidney disease; the skin lesions were said to have persisted and extended'.
The only evidence available retrospectively about the diagnostic categorization of John W's case is Hutchinson's description, the published illustration, and the brief reference to the clinical course. About the illustration Hutchinson commented that 'The artist has, I am sorry to say, not been very successful in representing the peculiarities described'. Nevertheless, several features of the eruption can be seen to be unusual for sarcoid infiltrations of the skin of the hand; these include the deep purple-blue colour and the abrupt outline and irregular shape of some of the patches. Lupus pernio of the hand is often associated with involvement of bones, and the changes in the skin over involved bones are generally less clearly delineated; and when a finger is extensively affected, as is the middle finger in the illustration, dystrophic changes in the nail are usually seen, whereas the nail of this finger appears normal, and Hutchinson, a careful and complete recorder of clinical signs, says nothing about the nails.
Admittedly, sarcoidosis of the skin is now known to present a very wide variety of appearances, from the striking and distinctive picture of lupus pernio to insignificant-looking papules, from ill-defined erythrodermia to keloid-like infiltrations of old scars. Thus it is impossible to deny on clinical appearance alone that almost any non-ulcerated eruption not characteristic of a recognized disease could be a manifestation of sarcoidosis. But my conclusion is that the diagnosis of sarcoidosis retrospectively for Hutchinson's 1869case must be regarded as doubtful, if not unlikely.
It is possible that the speculative attribution of a diagnosis of sarcoidosis to this case has been encouraged by Hutchinson's mention of a visit to Christiania (Oslo) in the summer of 1869, during which Dr Bidenkap showed him pathological drawings at the University museum. Among these was one that showed a similar condition to that of John W's hand. It was from the hand of a Swedish sailor, who appeared to be in good health and was not known to have suffered from gout. That this man was a patient of Professor Boeck might appear at first sight to provide a link between Hutchinson's 1869case and the 'multiple benign sarkoids' of Boeck. But the Boeck who was professor at Christiania at the time of Hutchinson's visit was Carl William, who died in 1875. He was succeeded in the professorial chair by Bidenkap, and then by his nephew, Caesar Boeck, who described multiple benign sarkoids in 1899.
Lupus pernio
Ernest Besnier's case, shown at a meeting at the Hopital Saint Louis, Paris, in February 1889, and subsequently published in Annales de Dermatologie et de Syphiligraphie, must next be considered. Besnier (Figure 2 ) had by that time established himself as the leading French dermatologist. He had come to this specialty late, at the age of 42, when in 1873 he succeeded Bazin at the Hopital St Louis. Before this he had been a general physician, making contributions on such diverse topics as pleurisy, gallstones, cholera, rheumatism, and the pathology of the spleen. From 1866 onwards he had collected and published quarterly reports on prevalent diseases in the hospitals of Paris and other large cities, and was thus an early clinical epidemiologist.
The patient shown in 1889 was a man aged 34, who had lesions on the face and upper limbs 'ofa type incompletely known and described'. He was a cooper, working in the open air and Figure 2. Ernest Besnier (1831 -1909 exposed to the weather. The disease had begun in the winter of 1879-80 with changes in the ears, which are described late in the published report, and seem to have been ignored by most commentators. I shall return to these later. By 1882 the nose showed a red swelling, at first localized and gradually extending, and swellings appeared on the dorsal surfaces of the hands; these were attributed to synovitis of the tendon-sheaths of the fingers. Both the patient and the wax models of the earlier appearances were shown at the meeting. The nose was described as double its normal volume, of a livid purplish-red colour and shining surface, with shallow erosions in front of the nostrils. The affected parts were not cold, and were not analgesic. In addition to the swelling of the fingers and dorsal aspects of the hands, attributed to synovitis, there was purplish-red discolouration of several fingers and changes in the nails of the swollen little and ring fingers of the right hand. Epitrochlear lymph nodes, but no others, were palpable, and no evidence of changes in internal organs was found. Besnier described the eruption on the face as 'une variete de lupus erythemateux aforme d'erytheme pernio ou d'asphyxie locale'; he suggested that it was close to, but not identical with, the chilblain lupus (' lupus-engelure') of Hutchinson.
Before we can find out what Hutchinson meant by chilblain lupus, we must understand his ideas on diagnostic categorization. I have found his 'Smaller Atlas of Illustrations of Clinical Surgery' (1895) helpful in both these respects. Plate 51 in this Atlas is entitled 'Chilblain Lupus of the Hands', and Plate 10 shows the face of the same patient. She was a young woman with a strong family history of phthisis, and was liable to chilblains on the feet. The eruption on the face was chiefly erythematous with some scarring; it had been present for 4 years, slowly extending at the edge. Hutchinson regarded it as 'a mixed condition of common lupus and lupus erythematosus'. The hand showed scattered, small, irregular ulcers, with necrotic bases and narrow erythematous margins, on the dorsal surfaces of fingers and on its ulnar border. Hutchinson commented that these might 'perhaps be ranked as a peculiar form of chilblains met with in association with certain special types of the lupus process, and with feebleness of the circulation'. He clearly recognized both the localized butterfly eruption and the generalized rash oflupus erythematosus; they are well illustrated in Plates 74 and 38 of the 'Smaller Atlas'.
But it is evident that for him the distinction between lupus erythematosus and lupus vulgaris was not absolute. Another case, illustrated in Plates 6 and 7 of the 'Smaller Atlas', throws light upon his approach to diagnostic categorization. It is entitled 'A Mixed Form of Lupoid Skin Disease', and is described as 'a connecting link between psoriasis, acne, lupus and chilblains', with an important comment:
'Those who hold that such wordsas lupus, psoriasis and acne are namesfor "clinicalentities", which always keepcloseto their type, may find such casesas these verydifficult to classify. For myself, having long held and taught that these namesapply only to certain peculiarforms of inflammation of the skin due to causesand inheritedproclivities which may easily be intermixed, I feel no hesitation in assigning them to a numerous and very varied class of hybrids. They are examples of pathogenetic partnerships'.
We cannot be dogmatic about the category in modern nosology to which the patient illustrated in Plates 10 and 51 of the 'Smaller Atlas' would be assigned: but it is clear that 'chilblain lupus', the diagnostic term which Hutchinson used in that case, meant for him a condition due to interaction of the factors causing lupus and those causing chilblains.
No biopsy was performed in the case described by Besnier in 1889. in November 1892, a case with similar clinical features was shown in Paris by Tenneson and later published in the Annales de Dermatologie et de Syphiligraphie. The patient was a woman of 46. The eruption had started 10 years earlier as a red spot above the right eyebrow, and was accompanied at this time by pains in the joints. Three years later it had spread to the whole right half of the forehead, and patches had appeared on the arms. About this time she had an acute illness with fever, extension of diffuse red swelling to the whole face and scalp and oedema of the eyelids. A tentative diagnosis of erysipelas was made. The fever fell in one week, and the swelling subsided except on the cheeks and the nose, where it persisted. Four years later, and 7 years from the onset, redness and swelling of the dorsal aspect of the right, then of the left hand and fingers appeared. The patient had a chronic cough and dyspnoea, and had several episodes of joint pains, and one of pain in the right thigh, fever and delirium, attributed tentatively (and rather incomprehensibly) to gout.
In this case a biopsy was taken and was examined by Quinquaud, who reported 'an excessive predominance of epithelioid cells and a great rarity of giant cells... In summary, these lesions are those of a lupus, but a lupus with special characteristics which can be defined anatomically: lupus of myxomatous and oedematous type'. There is a tantalizingly incomplete account of a guinea-pig inoculation; Quinquaud stated that at the time of his report the animal was not yet dead, but that its tuberculin reaction was positive. The fate of that guinea-pig is evidently crucial, especially in view of some of the odd features of Tenneson's case.
Although the reports of Besnier's and Tenneson's cases in the Annales de Dermatologie et de Syphiligraphie are not illustrated, their patients were the subjects for two plates in an outstandingly well produced atlas of skin diseases, based upon the collection of wax models by Baretta in the museum of the Hopital Saint Louis. The original French publication, dated 1895-97, was edited by Besnier. An English translation, edited with commentaries by J J Pringle, was published in 1897 in London and Philadelphia, with the title 'A Pictorial Atlas of Skin Diseases and Syphilitic Affections in Photo-Lithochromes from Models in the Museum of the Saint Louis Hospital, Paris'. Both the wax models and the illustrations of them made by the photolithochrome process are of very high quality, the results comparing favourably with the best modern clinical photographs.
Plate XXXV, which is from Besnier's patient, is entitled 'Chilblain Lupus -Scrofulous Dactylitis'. There is no reference to the previous publication of this case in the Annales de Dermatologie et de Syphiligraphie (1889), but the case histories and the museum numbers of models quoted in the two publications leave no doubt that they refer to the same patient. The title of the case report differs from that of the plate: it is 'Disseminated lupus pernio, affecting the ears, upper extremities and centre of the face, with tuberculous synovitis'. In some respects it is rather more informative than the earlier report. The initial changes in the ears in the winter of 1879-80, described as 'redness and pimples', progressed to fungating ulcers, which resulted in extensive loss of tissue. They were treated with the galvano-cautery, which seems to have been a therapeutic procedure frequently used by Besnier. Unfortunately, the ears are not illustrated on the plate, which shows the condition of the hand at an unstated date, and the progress of the nasal involvement in 4 models, in 1884, 1886, 1889 and 1895. In none of these is there evidence of swelling of the nose to double its normal volume, as had been described in Besnier's 1889 report. The 1889 model shows considerable areas of ulceration, and the 1895 model less ulceration and some scarring and diminution of volume. It may be that these are the result of cauterization practised after the 1889 demonstration. As in the earlier report, it is recorded that the patient's mother died of pulmonary tuberculosis. In his commentary in the 'Pictorial Atlas', Besnier expressed the opinion that lupus pernio is an infiltrating tuberculosis and that 'the most important of all things to remember... is that although it belongs to the group of vascular tuberculous skin affections, it is peculiar in the fact that in certain regions it invariably ulcerates and that it may... lead to irreparable mischief'. This leaves no doubt that Besnier regarded lupus pernio as a variant of lupus vulgaris.
Plate XVIII is entitled 'Lupus Pernio, Chilblain Lupus'. The clinical history identifies the patient as a woman aged 46 when shown at the Societe de Dermatologie in November 1892, and corresponds with that given in the account of Tenneson's case published in the Annales de Dermatologie et de Syphiligraphie (1892). There are additional notes of a scar related to old trauma on the tip of the nose; that there was one cyanosed patch the size of a palm on the right forearm and a smaller patch on the left arm; that the ligaments of phalangeal articulations were deformed and lax, and that there were trophic changes in the nails; and that the patient was stout with some emphysema and chronic bronchitis. The description of the histology differs slightly in emphasis from that in the earlier publication: 'Lenticular yellowish tubercles are present over the cheeks and nose, and stand out prominently from the cyanotic background. Their histological examination shows that they are common nodules of tuberculous lupus. Many of them have spontaneously developed into cicatricial tissue'. This omits reference to the unusual 'myxomatous and oedematous' features of the histology described in the earlier account. There is an interesting note by Pringle: 'Mr Hutchinson informs me that this is a different condition to that which he has described under the name of Chilblain Lupus, and that he would regard the lesions here depicted as merely exemplifying the occurrence of Lupus vulgaris in tissues rendered vulnerable by weak peripheral circulation'.
It is evident that both Besnier and Tenneson regarded their cases as unusual forms of the then very prevalent lupus vulgaris, and Hutchinson seems to have agreed with them. I see little reason to dissent from this opinion. The extensive ulceration of the ears in Besnier's case is incompatible with sarcoidosis, so that a diagnosis of sarcoidosis for the changes in the nose entails a second diagnosis, presumably of lupus vulgaris, for the destructive lesion of the ears. For the changes in the hands, choice between sarcoidosis of the bones with involvement of the tissues superficial to thetn and Besnier's diagnosis of tuberculous synovitis remains doubtful. The clinical features of Tenneson's case, with the possible exception of the yellowish nodules developing into depressed scars, are more generally concordant with a diagnosis of sarcoidosis; and biopsy showed a compatible histological pattern. Without the evidence that would now be expected from bacteriology, immunology, radiology and more detailed histology, opinion about these two cases must be tentative. Undoubtedly, they drew attention to a pattern of skin involvement that was subsequently shown to occur in the disease now called sarcoidosis. But in view of the discordant features, I would regard the diagnosis of sarcoidosis as no more than possible in both of them, Tenneson's being marginally more acceptable.
Neither Besnier nor Tenneson made any further observations which contributed to' the development of the concept of sarcoidosis. An obituary of Besnier by Ernest Thibierge, published soon after his death on 15 May 1909, extends to 14 pages and describes his many contributions both to dermatology and, in the earlier part of his career, to general medicine and to epidemiology, but includes no reference to lupus pernio.
'Mortimer's malady'
We return to Jonathan Hutchinson for the next event -his publication in the Archives of Surgery in 1898 of an account of two cases, with two others which he regarded as less certainly in the same category, of a skin eruption which he called 'Mortimer's malady'. It seems to have been not unusual for Hutchinson to use the name of the first patient he had seen with a disease not conforming to any previous description, or the patient with the most characteristic example of the unfamiliar clinical picture, as an eponym for the 'new' disease. Hutchinson's statement is succinct and clear:
'I have to describe a form of skin disease which has, 1 believe, hitherto escaped special recognition. It may not impossibly be a tuberculous affection and one of the Lupus family, but if so it differs widely from all other forms of lupus... Of the four cases which 1am about to relate, the first two are by far the most definiteexamples of the malady in question. The other two... 1 by no means wish to claim... to be identical.
The disease is characterized by the formation of multiple, raised, dusky-red patches which have no tendency to inflameor ulcerate. They are very persistent, and extend but slowly. They occur in groups, their bilateral symmetry, and the absence of all tendency to ulcerate or to form crusts, are features which separate the malady from lupus vulgaris. To none of the other forms of lupus has the malady any resemblance.
The malady might perhaps be named Lupus Vulgaris Multiplex non-ulcerans, but for the present 1 prefer to recognize it by the name of one of its subjects, as Mortimer's malady.'
The description is accompanied by a 'portrait' of Mrs Mortimer in August 1894, when she was aged 65, and the eruption had been present for about one year. The patches were then in groups on the cheeks and backs of the upper arms; there was no 'apple-jelly' nodule appearance and no scarring, although a few were depressed at the centre. Six months after the drawing was made, the patches increased in size and number; the lobule of the ear became involved and 'presented almost precisely the condition often seen in this part in cases of common lupus'; and the nose became much swollen across the bridge but without involvement of the skin. At this stage Mrs Mortimer was shown at a meeting of the Dermatological Society of London, where it was (to quote Hutchinson's own words) 'strongly urged that portions should be removed for microscopic examination. This I subsequently suggested to my patient, with the result that I did not see her again for two years'.
The Royal College of Physicians' library contains Hutchinson's personal copies of Archives of Surgery, with marginal annotations. Opposite the picture of Mrs Mortimer there is a note 'see a subsequent report death etc. in Vol XI'. This report (Hutchinson 1900 ) includes a second picture taken 18 months after that published in 1898. It is in black and white, and appears to be from a photograph. It was taken from a similar viewpoint, and shows clearly the considerable extension of the eruption. The account of Mrs Mortimer's final illness is contained in a letter from her general practitioner. She had a gastric disorder with flatulence; in the last few days a large solid swelling was found in the region of the umbilicus; death was sudden. It was noted that 'the curious swellings [the skin lesions] remained to the end but naturally [sic] disappeared after death'. At necropsy, the abdominal swelling was found to consist of enlarged lumbar and mesenteric glands. Tissue from these examined microscopically was said to show 'nothing more than hyperplasia of normal gland-tissue', and no histological examination of the skin or of other organs seems to have been performed. Thus Hutchinson was once again denied an opportunity of obtaining histological evidence. The nature of Mrs Mortimer's last illness remains mysterious: I wonder whether it could have been due to lymphoma, which was the terminal event in a patient of mine with sarcoidosis with skin infiltrations, having a similar course to Mrs Mortimer's.
The second case recorded by Hutchinson in his 1898 article was that of a man aged about 45, apparently in good health apart from an eruption on the face which he regarded as an incurable disfigurement. In his own copy of Archives of Surgery, Hutchinson wrote the patient's name and address, and noted that 'The right cheek was affected long before the other'; and that 'Twenty years ago he was in Kings College Hospital on account of his legs. He had varicose veins, and on one occasion an attack of haemorrhage nearly caused his death. Mr John Wood cauterized his veins'. In addition to the eruption on the face, shown in the illustration, Hutchinson noted on both his legs 'very many areas of scar at the borders of which the skin presented the conditions seen in lupus exfoliativus'. The condition changed little in the 3 years during which Hutchinson observed it. It showed no response to treatment with mercury and iodides.
The eruptions described and illustrated, and their course, in these two cases are concordant with a diagnosis of sarcoidosis. It would be interesting to know how closely the changes in the legs in the second case were related to scarring from cauterization of the varicose veins, in view of the well-known liability of scars to become infiltrated in patients with active sarcoidosis. I conclude that these must be admitted as possible and, if histological evidence had been obtained, could have been regarded as probable cases of sarcoidosis.
The article describing Mortimer's malady in Archives of Surgery (1898) is followed immediately by one entitled 'On eruptions which occur in connection with gout'. This begins by referring to the case of John W described in 1878 in 'Illustrations of Clinical Surgery'. It emphasizes the 'blue-black tint' of the eruption in that case, and proceeds to describe a similar eruption with a 'peculiarly bluish tint' behind the right ear ofa man aged 43, also gouty. This was excised, and histologically was reported to be 'a pigmented mole (naevus) undergoing early sarcomatous changes'. Hutchinson did not agree with this diagnosis, recorded that two years had elapsed without recurrence, and, as in a remarkable (and exemplary) number of his case reports, admitted doubt about the diagnosis. But the conjunction of this article with that describing Mortimer's malady shows clearly that he saw no connection between the cases of John Wand Mrs Mortimer. Figure 3. Caesar Boeck (1845 -1917 
Multiple benign sarkoid of the skin
We turn now to Caesar Boeck (Figure 3 ) who, like his uncle Carl William before him, was Professor of Dermatology in Christiania (Oslo). In 1899 he published in both the Norwegian Norsk Magazin for Laegevidenskaben and the American Journal of Cutaneous Diseases an account ofa patient with an eruption to which he gave the name 'multiple benign sarkoid'. He stated that he had seen two similar cases, one in a female patient in Norway, about whom he had no notes, and one at the Dermatological Congress in London in 1896. He did not know who had shown this latter case, and recorded that 'a majority of the experienced observers present failed to recognize the condition'. Since Hutchinson was President of this congress, and Besnier was present, it would be interesting to know whether they saw this case and, ifso, what they thought of it. But I have searched the transactions of this, the Third International Congress of Dermatology, and have found among the clinical summaries of the cases demonstrated none which suggests resemblance to Boeck's benign sarkoids; nor does there seem to be anything relevant in any of the papers presented or the discussions on them. Boeck thought that the description of Mortimer's malady by Hutchinson the previous year was the only one known to him which had any resemblance to his case, but that he could not say that it was identical, since his case had 'clinical features not found in Mortimer's disease, and since Mr Hutchinson has had no opportunity to examine his cases histologically'. Nevertheless, he thought they might be 'only variant types of the same group of diseases and perhaps, later on, may be found to represent benign forms of so-called pseudoleucaemic affections of the skin'.
Boeck's patient was a policeman, aged 36, who had scattered, slightly raised yellow-brown patches on the skin, starting on the brow and extending to involve the scalp, the face, the back of the trunk, the lower legs and the back of one thigh. The larger patches had slightly depressed, bluish-red centres appearing atrophic with a dilated capillary network, surrounded by a narrow raised edge. The appearance of the face was illustrated by a coloured drawing, and that of the back by a photograph. Boeck noted that the epitrochlear and femoral lymph nodes were so enlarged as to be visible, and that axillary, submaxillary and inguinal nodes were palpably enlarged. He observed that the most enlarged nodes drained areas of the skin that were less extensively affected, suggesting that involvement of lymph nodes was not a consequence of the skin process. He 'removed a recent and a more advanced lesion for histology, and reported 'through the whole depth of corium... sharply circumscribed foci of a new growth, separated by at least relatively normal corium tissue. The cells of the new growth were of the type of epithelioid connective-tissue cells... The nuclei were sometimes multiple... Mitosis was scarcely anywhere to be seen'. The published artist's drawing of the histological appearance is impressionistic rather than detailed, but it is certainly compatible with sarcoidosis of the skin.
Treatment with arsenic was started two years after the eruption first appeared, and continued intermittently for 10 months. After 3 months the enlarged lymph nodes started to resolve, and later the skin lesions gradually regressed, leaving some atrophic scarring at the centres of larger elements. The patient continued at work, and when Boeck saw him in 1899, five years after the first appearance of the eruption, he was 'sound and healthy'. His further history has been recorded by Danbolt (1947) . The skin caused no further trouble. In 1940, at the age of 80, he was admitted to the University Hospital, Oslo, and died of hypernephroma with metastases. The only residues of 'multiple benign sarkoids' were trivial scars with some telangiectases on the face, especially the forehead and the temples, and minute yellowish spots on the nose. A Kveim test was reported, rather surprisingly, to be positive. This must have been one of the earliest uses of this test, since Kveim's original description of it appeared in 1941. At necropsy, no evidence of sarcoidosis was found; mediastinal, mesenteric and retroperitoneal lymph nodes showed only a reticular reaction.
The clinical features, histology of skin, and long-term course of this well-documented case are entirely concordant with a diagnosis of sarcoidosis, which must be accepted as almost certain. I think it is the first of which this can be said.
In 1900 Boeck contributed to a Festschrift for Moriz Kaposi another paper on multiple benign sarkoids. In this he reported 3 more cases, with histology in 2, and noted involvement of lymph nodes and spleen. By 1905 he had changed his opinion both about the nature of the disease and about nomenclature. He had recognized that the histology was that of a granuloma resembling that of tuberculosis, rather than a tumour of connective tissue, and explained that the name 'sarkoid' had been intended to indicate -in a general way the connective-tissue origin of the cells in the lesion. Largely because of a case in which the nasal mucosa had been involved, and he had found acid-fast bacilli in the involved mucosa, he concluded that the disease was 'a bacillary infectious disease, either identical with tuberculosis or closely related to it'. Even so, he regarded it as clinically and histologically well defined, and suggested that' the name should be changed to 'benign miliary lupoid', because of the benign course and of the small distinct miliary foci seen histologically.
In his last paper (1916) , published the year before his death in 1917 at the age of 72, he referred to 24 cases of 'benign miliary lupoid' which he had seen. He had observed the concurrence of eruptions conforming to the descriptions of lupus pernio and benign miliary lupoid and the association with these eruptions of chronic changes in the lungs, the bones of the hand and the conjunctiva, as well as the previously described involvement of lymph nodes, spleen and nasal mucosa. Thus Boeck not only described the first case of which it can be said without reservation that it would now be categorized as sarcoidosis, but also recognized the generalized character of the disease, and continued to add to knowledge about it.
Lymphogranuloma benignum
The other name that has been used eponymously for this disease is that of Jorgen Schaumann (Figure 4 ). After training in dermatology and venereology in Stockholm and Copenhagen, he became head of the Finsen Institute and later Professor of Dermatology at St Goran's Hospital in Stockholm. In 1914 he submitted a paper entitled 'Sur Ie lupus pernio' for the Zambaco Prize of the Societe Francaise de Dermatologie et de Syphiligraphie. In this he described 3 cases in detail, and presented clinical and pathological evidence that Boeck's miliary benign lupoids or multiple benign sarkoids and Besnier's lupus pernio were manifestations of the same disease, which might involve also lymph nodes, the mucosa of the nose, the: tonsils, the bones of the hands and the lungs; and which was characterized by a common histological pattern of tuberculoid granulomatous character of exclusively proliferative type. He considered that this disease involved predominantly the lymphatic system and suggested that it should be called lymphogranuloma benignurn, or lymphogranulomatosis benigna, and that the skin changes should not be considered the cardinal and unique feature, since it might sometimes affect only lymph nodes and internal organs without changes in the skin. This paper, for reasons I have been unable to discover, was not published until 1934, when it was printed separately in Stockholm.
In the meantime, Schaumann advanced his views in a series of papers based upon clinicopathological correlations, published in various journals from 1917 to 1936. It may justly be claimed that not only did he emphasize, like Boeck, the generalized character of the disease, but also that he was the first to point out that skin changes were not a necessary feature of it, and should be regarded as incidental to a systemic disease. But the name 'lymphogranuloma benignum' which he suggested for this 'new disease' has at least two untenable implications: that the granuloma affects the lymph nodes and lymphatic system selectively; and that it has some affinity with Hodgkin's disease (lymphogranuloma maligna) but follows~benign course. For these reasons it is fortunate that it has never been widely adopted.
Conclusions
In stating my conclusions I shall use the word 'sarcoidosis' to mean the disease to which this name would be applied by informed observers today. I accept the cases described as lupus pernio by Besnier (1889) and by Tenneson (1892) as possible examples of one of the more florid varieties of sarcoidosis of the skin, but with some reservations. A point which has received little attention is that Besnier's account of lupus pernio in the 'Pictorial Atlas of Skin Diseases' (Pringle 1897) emphasized liability to ulceration. Mortimer's malady, described by Hutchinson in 1898,can be accepted as probably sarcoidosis, from the very characteristic clinical features and course, though without histology. The grounds for regarding Hutchinson's case of 'livid papillary psoriasis', published in 1878, as one of sarcoidosis are extremely tenuous, and it is certain that Hutchinson himself never suspected that this case and Mrs Mortimer's were related in any way.
In my view Boeck was the first to develop the concept of a disease involving both the skin, causing the changes described by Besnier, Tenneson, Hutchinson and himself, and internal organs; and his contributions continued in a series of publications from 1899 to 1916. And Schaumann was the first to draw attention in systematic clinicopathological studies to cases in which changes in internal organs similar to those accompanying skin changes of these sorts occurred without involvement of skin; he may be said to have freed sarcoidosis from bondage to the skin. Thus, if an eponym is wanted, 'Boeck-Schaumann disease' seems to me to accord best with the historical record.
Eponyms have the advantage that if they are historically appropriate they convey no unjustifiable implications. The adoption for a disease of a name with pathogenetic or aetiological implications before knowledge has advanced sufficiently to justify it has the unfortunate consequence that it entails either passive acceptance of unvalidated hypotheses, or recurrent waste of time in explaining that the use of the name does not imply such acceptance. But eponyms also have their disadvantages. These include argument about priority which is often inconclusive and sometimes biased by considerations of national prestige; and the ambiguity that results from expansion of a category, defined by resemblance to the original description, by later observers to include cases differing from it in apparently minor ways. This can lead gradually to important changes in connotation, which may be unstated and differ for different observers.
For these reasons, I think that although 'Boeck-Schaumann disease' is the most appropriate eponym, the name 'sarcoidosis', which has come into general use, is to be preferred. It originated in a histological misinterpretation by Boeck; and it is reduced to nonsense by etymological analysis. But these apparent drawbacks confer on it the great advantage of conveying no pathogenetic or aetiological implications. We are left free to explain that 'sarcoidosis' refers to a generalized disease characterized by histological changes in affected tisues similar to those found in the skin lesions described by Boeck and initially named by him 'multiple benign sarkoids'.
It is perhaps rather unfair to Boeck that the memory of a mistake which he soon corrected should be perpetuated. But we may reflect that if the name, which he suggested after he had revised his interpretation of the histology, had been generally adopted,we should now be talking about 'lupoidosis'. The current usages of the word 'lupus' are so various that the use of 'lupoid' in this sense would be likely to lead to further confusion. It seems to me appropriate that 'sarcoidosis', the name now generally used for the disease of which Boeck in 1899 described the first case that can be accepted as conforming to strict present-day diagnostic criteria, is derived from the name he then applied to it; and fortunate that in itself it has no pathogenetic implication.
